associated with the surface epithelium nor was there any evidence of intestinal metaplasia or association with minor salivary glands. Accordingly, there seems to be no plausible justification to compare these lesions to the sinonasal intestinal-type adenocarcinoma, merely due to their head and neck location. These tumors originated all within the substance of the tongue muscle or in the submucosa which is not exposed to environmental toxins in contrast to the sinonasal mucosa which is in direct contact with such environmental substances and may undergo intestinal metaplasia on long-term and ultimately give rise to intestinal-type adenocarcinoma in the sense of metaplasia-dysplasia-neoplasia sequence [8] . The immunophenotype of reported cases (CK20+/CDX2+/CK7−) is consistent with true intestinal (colonic) differentiation and does not compile with any salivary gland-like phenotype or differentiation.
Second, two previously published cases have demonstrated unequivocal origin of CATOC from pre-existing congenital duplication-type (or teratoid) cysts containing gastric and intestinal-type mucosa in addition to ciliated epithelium [1, 2] . For one or another reason, the very first report of CATOC has not been cited in any of these recent reports. However, Rahimi et al. quoted the case reported by Volchok et al. and suggested the possibility that CATOC may originate from such duplication cysts [7] . Congenital cysts of the tongue and oral cavity have been variably referred to as duplication cysts, enterocystomas, teratoid cysts and choristomas in the literature [9] . These variant terminologies reflect the significant overlap in their histological appearance. These congenital lesions are exceptionally rare in adults and in the tongue they represent no more than 0.3% of all gastrointestinal duplications with only 65 head and neck cases reported through 2007. This parallels the exceeding rarity of CATOC. It is well known that these lesions can occur in any portion of the tongue from the tip Dear Editor, Adenocarcinomas involving the tongue and floor of the mouth are exceedingly rare (<1% of all intraoral adenocarcinomas) with the majority representing variants of minor salivary gland carcinomas. Intestinal and colonic-type adenocarcinomas are exceptional in the oral cavity with 13 cases (8 primary and 5 metastatic) reported so far.
In 2007, Agaimy et al. [1] reported on a case of intestinal-type (colorectal-like) adenocarcinoma of the sublingual floor of the mouth originating within a tertoid cyst (Fig. 1) followed by another comparable case reported soon thereafter by Volchok et al. [2] . Since then, six cases of colonictype adenocarcinomas originating in the tongue and oral cavity (CATOC) have been reported in 5 papers including two very recent cases published in this journal [3] [4] [5] [6] [7] . Several speculative histogenetic theories have been presented and discussed by the authors, some of them were however not convincing. It is remarkable that while most authors, at least in brief, have mentioned or discussed possible origin from embryonic tissue (choristomas, duplication cysts, etc.), they concluded this as unlikely and instead, favoured or suggested a minor salivary gland origin and analogy to the intestinal-type sinonasal adenocarcinoma. The aim of this letter is to raise and discuss two justified issues regarding this entity.
First, except for a single case with possible wood dust exposure [4] , there was no well-documented wood dust exposure in affected patients and the tumors were not * Abbas Agaimy abbas.agaimy@uk-erlangen.de of the oral tongue to the submandibular gland (mainly with midline localization) and may even contain pure colonictype epithelium. The distribution of reported CATOC mirrors that of congenital endodermal cysts with almost any part being involved from the midline base of tongue to oral free tongue and sublingual floor of mouth. Now looking at the clinicopathological features of the 6 recently reported additional CATOC cases, it is remarkable that they share with the two original cases with demonstrable origin from congenital cysts similar clinicopathological features with striking predilection for adult and older men (aged 41-61 years) and a relatively favorable outcome (Table 1) . Moreover, the case reported by Smith et al. was essentially similar to the cases reported by Agaimy et al. and Volchok et al. being partially cystic and involving the sublingual floor of the mouth as well. The remarkable cystic nature of that case even justified cyst aspiration as the initial diagnostic measure undertaken [6] . Unfortunately, no mention of the cystic nature and/or histology of the cystic component was made then in the description of histological findings in that report. Remarkably, none of the five reported cases mentioned extensive sampling to exclude a pre-existing lesion and only the report by Bell et al. briefly denied this in the discussion section.
Having that said, it seems more plausible, that CATOCs likely derive from pre-existing embryonic endodermal epithelial rests entrapped beneath the mucosa or within the tongue substance no matter what the specific underlying lesion is (duplication cyst, enterocystoma, teratoid cyst or a choristoma). This would explain the typical submucosal frequent midline localization and the extreme rarity of these neoplasms. Thus it is mandatory to thoroughly sample such lesion in toto to verify or exclude possible associated embryonic or dysontogenetic precursors in future reports. 
